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IIn recent years, improved understanding of 
facial anatomy and continued innovation in 
dermal fillers has supported rapid evolution of 
techniques in non-surgical facial aesthetics. In 
particular, Rohrich and Pessa’s1 pioneering work 
on the superficial and deep-fat compartments of 
the face and their role in facial aging has allowed 
for a greater appreciation of the importance of 
volume in the three-dimensional aging face.2–5 
As a result, targeting of specific structures can be 
achieved via volumization and recontouring to 
influence both near and remote signs of aging.6

To achieve optimal outcomes with non-surgical 
treatments, our aesthetic toolbox must include: 
an ability to rapidly assess the patient’s needs 
(almost at first glance); awareness of the available 
techniques that can be used to safely target 
specific structures; and an understanding of the 
products that work best in our own hands. 

Leading practitioners have developed 
sophisticated assessment tools and novel 
injecting techniques. For example, Arthur 
Swift has pioneered the BeautiPHIcation™ 
philosophy of assessment, consultation, and 
treatment planning,7 and Mauricio de Maio has 
developed the “8-point lift” and MeDical (MD) 
Codes™ techniques for greater standardization 
of treatment delivery and planning (M. De Maio, 
personal communication). 

As a result, optimal practice has evolved 

over time, with three key identifiable stages, 
culminating in the contemporary focus on three-
dimensional aesthetic outcomes.1 Implementing 
this approach requires a range of dermal 
fillers with varying features. Key variables that 
characterize the behavior of a hyaluronic acid 
(HA)-based dermal filler include the degree of 
crosslinking, HA concentration, ratio of high and 
low molecular weight HA, cohesivity, and gel 
hardness (G’).8–11  

The authors favor HA-based fillers from the 
Vycross™ range (Voluma®, Volift®, Volbella®, 
and Volite®; Table 2), owing to their tailored 
mixtures of HA concentrations (low [<1mDa] 
and high molecular weight HA [>1mDa]), G’ and 
cohesivities.11 This has allowed an optimization 
of gel properties for different planes and areas of 
the face, allowing different results to be achieved, 
including volumization and lifting. The Vycross 
range has been approved in Europe for over five 
years. In the United States, Voluma has been 
approved (as Voluma XC) since 2013, but Volift 
(known as Vollure in the US) and Volbella have 
only recently been authorized. Hence, many 
practitioners in the United States are relatively 
new to the Vycross range, and there remains a 
need for greater understanding of how best to 
safely use these products to achieve full face 
harmony. 

The rapid recent progression towards three-
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dimensional thinking and a more full-face 
approach has necessitated product usage outside 
of approved indications, often with multiple 
syringes being employed. This has raised 
questions about how much filler can be safely 
injected, which products should be used where, 
and how they can be optimally combined with 
botulinum toxin type A (BoNT-A) treatments. 
Here, we report our single-center experience of 
full-face treatment with dermal fillers, with the 
aim of both demonstrating how these products 
can be safely used in larger quantities and also 
tracking real-world product usage across facial 
zones.

The authors have over 20 years of combined 
experience with the Vycross range and its 
predecessor, Hylacross; BD was also part of the 
clinical trials that evaluated their safety and 
efficacy. 

 
METHODS

Study design and subjects. This was a 
retrospective review of data from 66 subjects 
within an electronic patient database. All patients 
underwent full-face rejuvenation using injectable 
dermal fillers, within a single treatment plan, at 
one center between October 2015 and January 
2016. The study was conducted in accordance 
with the Declaration of Helsinki. Patients provided 
written informed consent before treatment. 

Eligible subjects were aged ≥18 years and 
had requested full-face rejuvenation (rather than 
treatment for individual areas of the face) with 
injectables. Patients were excluded if they had 
undergone energy-based treatment to the face 
after their first session of injectables. 

Techniques. All patients were treated with 
the Vycross™ range of HA fillers (Allergan, Dublin, 
Ireland), using Voluma, Volift, and Volbella. 
No Volite was used in this cohort. Treatment 
planning was guided by the use of MD Codes, 
but modifications were made to certain areas 
based on clinical judgment in individual cases 
(e.g. adding further points in Ck1 to provide 
more lateral support to the upper cheek). When 
indicated, patients were also treated with BoNT-A 
(Botox®, Allergan).

Injections were given using either the sterile 
needle supplied with the product (27G or 30G 
1/2”) or a sterile cannula (25G, 27G or 30G). The 
injection techniques used (fanning vs. linear vs. 
small bolus vs. aliquot vs micro-aliquot) and 
volumes administered broadly aligned with the 
recommendations given in the MD Codes.

FIGURE 1. Full-face approach in a 55-year-old woman.  The patient presented (A, B) complaining that her jawline looked 
too heavy and that she wanted to appear less masculine and have better cheek volume. She was treated with the Vycross 
range of products across two sessions to achieve facial slimming without the use of botulinum toxin. The patient received 
eight syringes of filler: six of Voluma (3 in the midface; 3 in the lower face), one of Volift (lower face), and one of Volbella 
(lips). Results at three weeks after the second session are shown in C and D. 

TABLE 1. Evolution of the approach to facial aesthetics with injectables.

STAGE FACIAL APPROACH TARGETED STRUCTURES AESTHETIC 
OUTCOME

1 Individual anatomical units NLFs / lips / cheeks One dimensional

2 Multiple simultaneous anatomical units 
with a focus on volume Cheeks, NLFs, and lips Two dimensional but 

volume-based

3
Multiple simultaneous anatomical units 
with an emphasis on restoration of 
volume and lifting

Specific anatomical structures, such as 
deep and superficial fat compartments, 
as well as subdermal/subcutaneous 
placement

Three dimensional

NLF: nasolabial fold

A B

C D
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Appropriate sterile technique was maintained 
throughout. All patients were asked to remove 
make-up and the skin was prepared with 
chlorhexidine or Clinisept Plus (a hydrochlorous 
topical antiseptic). 

Routine follow-up was undertaken at three 
weeks post-procedure, and again at three 
months (via telephone). 

Assessments. Data collected included the 
total number of filler sessions within a single 
treatment plan, the total number of syringes 
of filler used, the breakdown of products 
used, and the number of syringes and product 
types injected into specific anatomic locations 
in the face. In addition, treatment timelines 
were recorded, including the times from first 
consultation to first filler and BoNT-A sessions, 
and the time between subsequent filler 
sessions.

With regard to individual syringes, if the 
majority of the content was used in one location 
it was coded to that area of the face, even if 
small amounts were used in other locations.

Adverse events (AEs) were assessed during 
follow-up visits. 

Statistical analysis. Descriptive statistics, 

TABLE 2. Vycross range of dermal fillers

FILLER
HA 

CONCENTRATION 
(MG/ML)

G’ (PA) APPROVED USE (EUROPE) REAL-WORLD APPLICATIONS*

Voluma 20 353 • Restore volume of the face
• Deep dermis, subcutaneously, upper periostea

• Restore volume to the temple
• Non-surgical rhinoplasty
• Restore deep volume to the lateral and medial cheeks
• Subcutaneously in the midface with a fanning technique to create lateral ‘lift’
• Marionettes, labiomental crease correction
• Anterior and inferior projection of the chin

Volift 17.5 317

• Deep skin depressions due to premature aging
• Facial contouring and volume restoration, 

volume loss in the lips, cheeks, chin, lower face 
Deep dermis or lips mucosa

• Forehead revolumization
• Lateral eyebrow elevation via retro orbicularis fat revolumization
• Non-surgical rhinoplasty
• Medial cheek revolumization
• Nasolabial fold correction
• Marionette correction
• Lip revolumization (best suited to younger, fuller lip)

Volbella 15 274

• Fine lines and medium-sized skin depressions 
due to premature aging

• Enhancement of lips
• Superficial or mid-dermis injection or lips 

mucosa
• Use in tear troughs only by experienced 

injectors

• Tear troughs
• Fine line correction
• Lip revolumization

Volite 12 174

• Improvement of skin quality attributes, such as 
hydration and elasticity

• Filling fine lines
• Intradermal

• Skin quality
• Tear troughs
• Lower eyelid (using a 30G cannula to improve skin quality)
• Fine line correction
• Lip hydration and eversion

*May be off-label. G’: hardness; HA: hyaluronic acid

TABLE 3. Patient characteristics and treatment timelines

VARIABLE PATIENTS, N=66

Age, years, mean (range) 48.0 (33–63)

Females, n (%) 66 (100)

Skin type, n (%)

1 17 (25.8)
2 34 (51.5)
3 12 (18.2)
4 2 (3.0)
5 1 (1.5)

Number of filler sessions, n (%)

1 40 (60.6)
2 24 (36.4)
3 2 (3.0)

Time from first consult to first filler session, days, median (range) 18 (0–155)*

Time from first to second filler session, days, median (range)† 15 (11–28)

Time from second to third filler session, days, median (range)‡ 27 (8–46)

BoNT-A treatment, n (%)

Any time during study period 47 (71.2)

Same day as filler treatment 22 (33.3)

Time from first consult to first BoNT-A, days, median (range) 2 (0–155)*

*155-day outlier lived abroad. †N=26. ‡N=2. BoNT-A: botulinum toxin type A
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including mean, median and range, are 
provided as appropriate.  

 
RESULTS

Baseline characteristics and treatment 
timelines. Across the study period, a total of 

167 patients were treated with injectable dermal 
fillers. Of these, 66 met the criteria for study 
inclusion. The mean age was 48.0 years (range: 
33–63 years), and most had skin types 1–3 (Table 
3). All were female. Forty patients (60.6%) had 
one filler session within their treatment plan, 

and a further 24 had two sessions (36.4%). Two 
patients (3.0%) had three sessions. The median 
time from first consultation to first filler session 
was 18 days (range: 0–155 days). In patients 
undergoing more than one filler session, the 
median times between the first and second and 
between the second and third sessions were 15 
days (range: 11–28 days) and 27 days (range: 
8–46), respectively.  A total of 47 patients 
(71.2%) also received treatment with BoNT-A, of 
which 22 (33.3%) received BONT-A on the same 
day as filler (Table 3). The median time from first 
consultation to the BoNT-A session was two days 
(range: 0–155 days).  

Filler usage. A total of 309 syringes of dermal 
filler were used, with a mean of 4.7 syringes per 
patient (range: 2–13). Example before-and-after 
images demonstrating the full-face approach are 
provided in Figures 1–5.

The majority of filler syringes were used during 
patients’ first session (201/309; 65.0%), with a 
mean of 3.0 syringes per patient. Fewer syringes 
in total were used during subsequent sessions. 
In the second session, 106 syringes (34.3% of 
the total) were used in 26 patients (mean: 4.1 
syringes per patient); in the third session, two 
syringes (0.6% of the total) were used in two 
patients (mean: 1.0 syringes per patient). 

The distribution of product use is summarized 
in Table 4 and Figure 6. The total numbers of 
filler syringes used across the upper, mid and 
lower face were 16 (5.2%), 181 (58.6%), and 
112 (36.2%), respectively. In the upper face and 
midface, the majority of the filler use was Voluma 
(15/16 and 120/181 syringes, respectively). In 
the lower face, filler use was split across Voluma, 
Volift, and Volbella (41, 44 and 27 syringes, 
respectively). 

Adverse events (AEs). A total of five AEs 
were reported at three weeks: swelling, n=2; 
asymmetry, n=2; and product lumping, n=1. All 
had resolved by three months, and no new AEs 
were reported at that time. 

The two patients who reported some swelling 
were the same individuals who reported 
asymmetry. Further examination found that the 
swelling only reflected minor asymmetry. In both 
cases, this was associated with treatment of the 
chin with larger volumes of product (2–4mL) 
to advance the chin and improve the profile. As 
per their original treatment plans, both patients 
underwent a second filler session, wherein the 
asymmetries were corrected. In the patient who 
complained of a lump, further examination 

FIGURE 2. Full-face approach in a 64-year-old woman. The patient presented (A) wanting her face to look less saggy and 
more youthful. She was treated across two sessions to achieve chin advancement and jawline definition in the lower face 
and improve submental fullness. The patient received six syringes of Voluma: three in the midface and three in the chin. 
Results immediately following the second session are shown in B. This patient demonstrates the importance of treating 
the midface to help impact on the lower face. 

FIGURE 3. Full-face approach in a 64-year-old woman. The patient presented (A) wanting her face to look less tired 
and saggy. She was treated in one session with three syringes of Voluma: two in the midface and one in the lower face. 
Results at three weeks after the second session are shown in B. Improvements were achieved in the medial midface by 
revolumizing the deep medial cheek fat and medial sub-orbicularis oculi fat pad  to help improve infraorbital hollowing, 
as well as recontouring of the chin and jawline. 

A B

A B
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revealed that some filler had taken longer than 
expected to integrate; this had resolved by three 
months. 

No cases of bruising were recorded at three 
weeks, although this can occur in the period 
immediately after treatment and typically 
resolves rapidly.  
 
DISCUSSION

Here, we have described our experience of a 
full-face approach to facial rejuvenation, based 
on HA dermal fillers from the Vycross range, in 
a retrospective analysis of 66 patients. A mean 
of 4.7 syringes of filler per patient was used and 
more than two thirds were also treated with 
BoNT-A. 

Only five AEs were reported at three weeks 
and all were easily resolved. No new AEs were 
reported at three months. A recent review of 
AEs associated with HA fillers across 55 studies 
found that delayed-onset complications, 
such as biofilms, foreign body granuloma, 
dyspigmentation, and scarring, can occur weeks, 
months or even years after the procedure.12 It is 
a limitation of the present study that follow up 
for complications did not continue beyond three 
months. However, across our practice, we have 
recorded a rate of delayed complications (6–12 
months post-procedure) with HA fillers of 0.4% 
(Dhillon and Tapan, unpublished observation); 
all have been easily managed. Aseptic technique 
during the procedure itself might be the best 
prevention for delayed complications.13 This 
should become second nature for injectors. 
Some of the key elements of aseptic technique 
in our experience are listed in Table 5. These are 
particularly important with HA products that have 
a long duration of effect (e.g. Voluma, which can 
last for up to 24 months).14,15 

The present data confirm the results from 
previous studies of full-face treatment.16–18 
For example, as long ago as 2012, Rzany and 
colleagues17 demonstrated in 67 patients that 
treatment with a mean volume of 6.7mL of filler 
was possible without any safety concerns beyond 
expected injection site reactions; 80 percent of 
patients were satisfied or very satisfied with the 
durability of the results achieved, and almost two 
thirds felt a lot or much better than they had prior 
to treatment. 

Optimal treatment of the aging face requires 
an appreciation of the interaction of various 
etiological factors. For instance, skeletal changes 
are not just due to bony atrophy, but also changes 

in skeletal aperture expansion as well as bone 
loss.2 A prime example is how the orbit increases 
in size with age, whereas the maxilla decreases 
in size, contributing to the inferior displacement 
of the malar fat pad and development of the 
nasolabial fold (NLF).3 It is our ability to influence 
the highly compartmentalized facial fat with 
dermal fillers (or fat transfer) that allows us 
to correct the volume losses associated with 
aging.1 We also now understand how these 
fat compartments age over time, with volume 
loss and inferior migration as the two main 

causative factors. The midface plays a particularly 
important role, with both deep and superficial fat 
compartments losing volume over time.19 

However, adding volume should not be the 
goal of treatment.20 Instead, the aim should be to 
modify specific anatomic compartments, thereby 
restoring proportion in accordance with aesthetic 
ideals and removing unwanted shadows. When 
approaching facial treatment, practitioners 
should assess the facial frame, which greatly 
affects  individual perception.20 For example, 
an oval face with lateral contour might be more 

TABLE 4. Distribution of dermal filler use

FACIAL AREA
PRODUCT USAGE (TOTAL SYRINGES)

VOLUMA VOLIFT VOLBELLA TOTAL

Upper face 15 1 0 16

Temple 15 0 0 15

Forehead 0 1 0 1

Midface 120 43 18 181

Cheek 120 35 0 155

NLF 0 5 0 5

Teartroughs 0 3 18 21

Lower face 41 44 27 112

Lips 0 13 23 36

Chin 36 0 0 36

Jawline 5 0 0 5

Marionettes 0 31 0 31

Perioral fine lines 0 0 4 4

TOTAL 176 88 45 309

NLF: nasolabial fold

FIGURE 4. Full-face approach in a 41-year-old woman. The patient presented (A) wanting to look less tired. She was 
treated with the Vycross range of products in one session. The patient received four syringes of filler: two of Voluma (1 
in temples; 1 in the midface), one of Volift (midface), and one of Volbella (tear troughs). Results at four weeks after the 
second session are shown in B. No filler was used in the lower face, but the restoration of volume in the midface had a 
substantial impact on the lower face.

A B
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feminine and an angular or rectangular face more 
masculine.20 With these ideals in mind, injectors 
should be able to identify target components and 
product of choice, based on their experience and 
anatomic knowledge. 

The importance of product choice should 
not be underestimated, particularly given the 
frequency with which new dermal fillers come 
to market, with varying levels of supporting 
evidence. The product used can have a substantial 
influence on the risk of complications and on the 
likelihood of treatment success. The Vycross range 

has been well studied, with data from large trials 
demonstrating high levels of patient and injector 
satisfaction, and low rates of complications, 
in treating the midface and perioral areas, for 
example.11,21–23

More specifically, the use of a product with 
insufficient G’ to volumize and lift the midface 
can mean “wasted volume) and wasted money 
for patients. In the present analysis, the most 
highly used product was the one with the highest 
G’ (Voluma), which was not surprising given 
relatively advanced mean age of the cohort (48 

years). The midface was the most treated area and 
might be described as the structural foundation 
of the face; without re-establishing volume in this 
zone, if indicated, improvements elsewhere are 
harder to achieve, particularly in the lower face. 

To best appreciate the rationale for the 
breakdown of product use across the three zones 
(upper, mid, and lower face), we briefly review 
them below in what we believe to be the order 
of priority. We hope that this discussion will 
provide valuable assistance for injectors who are 
new to the concept of full-face treatment with 
the Vycross range, including practitioners in the 
United States where many of these products were 
only recently approved. 

Midface. Strategic revolumization of deep fat 
compartments within the midface can influence 
other areas of the midface such as the NLF, as well 
as the lower face, particularly the jawline and 
perioral region.

Volumization should be prioritized within the 
lateral or medial cheek, specifically targeting 
the lateral sub-orbicularis oculi fat pad (SOOF). 
This is of particular importance when trying to 
influence a vector of pull from this point to the 
oral commissure. The optimal amount of filler 
placed in the correct anatomic location can have 
a substantial effect on this vector. Additionally, 
subcutaneous placement of a high or medium 
G’ filler in the pre-auricular or submalar area can 
help to create further lift or narrow the face. 

In our practice, we use Voluma (high G’) and 
Volift (medium G’) for this purpose, and injection 
of these two products into the midface accounted 
for 38.8 percent (120/309 syringes) and 13.9 
percent (43/309 syringes), respectively, of total 
filler use anywhere in the face. Furthermore, 

FIGURE 5. Full-face approach in a 56-year-old woman. The patient presented (A) wanting to look less saggy. She was 
treated in two sessions with four syinges of filler: two of Voluma, one of Volift, and one of Volbella. Results at three weeks 
after treatment are shown in B. By elongating the chin and volumizing the lips, facial narrowing was achieved. 

TABLE 5. Key aspects of sterile technique with hyaluronic acid 
dermal fillers

Use a new sterile pack for each patient

Prepare the skin meticulously, including removing all make-up 
with wet wipes (until the wipe is clean)

Clean each injection point with chlorhexidine or Clinisept Plus, 
and remove pencil markings prior to injection

Ensure a slow and careful injection technique, not only to 
prevent pain, but also to reduce the risk of bruising, which may 
provide a nidus for infection or biofilm 

Clean the skin every time the needle re-enters

Avoid touching the needle, cannula, hair or clothing

Discard and replace the cannula or needle if it comes into 
contact with uncleaned skin, hair or the injector’s gloves

Advise patients to avoid make-up and exercise for 12 hours 
post-procedure, and discourage self-massage 

A B

FIGURE 6. Distribution of dermal filler use across the lower, mid, and upper face.
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most of the Volift injected into the midface was 
specifically used to revolumize the medial SOOF 
(35/43 syringes), thereby correcting maxillary 
volume loss and indirectly improving the tear 
trough. 

Only a small number of syringes (5/309; 
1.6%) were used to correct the NLFs, as we 
prefer to make indirect changes by creating lift 
in the midface more laterally using a higher G’ 
product. When Volift was used in the NLFs, this 
was primarily for deep depot injection into the 
pyriform fossa, both to fill and to modify the lip 
elevators and thereby improve upper lip excursion 
or “gummy” smile.

When undertaking full-face rejuvenation, it 
is important to understand the aging changes 
associated with the eye. Rejuvenation of the 
whole face (or even just the midface) without 
appropriate correction of periorbital changes, if 
indicated, will most likely lead to a substandard 
result and an unsatisfied patient. The majority of 
treatments associated with the periorbital zone 
focus on the tear trough and lateral lid–cheek 
junction. However, revolumization of the tear 
troughs is generally under-performed, probably 
due to a lack of understanding of the etiologies 
associated with this area and their varying 
phenotypes, and/or a lack of confidence due to 
the proximity of the infraorbital neurovascular 
bundle. 

We typically use a 25G 38mm blunt-tip cannula 
when revolumizing the tear trough. However, 
treatment of this area should be reserved for 
experienced injectors with an appreciation of 
both its anatomy and the appropriate injection 
techniques, particularly depths and volumes. Low 
G’ products such as Volbella are typically favored 
for direct treatment of the tear trough, using 
either a needle or cannula. In the present work, 
18 of the 21 syringes injected into the tear trough 
were Volbella. However, a higher G’ product 
such as Volift might occasionally be preferred in 
extreme cases of poorly defined medial lid–cheek 
continuity, in which large volumes of Volbella 
would be required (and hence are best avoided). 
When using a higher G’ product in the tear trough, 
the treating physician should be particularly 
conservative with the injection volume. In our 
practice, we rarely use more than 0.5mL per tear 
trough to minimize the risk of complications 
such as the Tyndall effect or visible lumps of 
non-integrated filler. With the recent launch of 
Volite (very low G’), we have begun to use small 
amounts of this product, injected superficially 

with a 30G 25mm cannula, to improve superficial 
skin laxity and quality in the tear trough, as well 
as the lower eyelid. This technique should only be 
used by experienced injectors.

Lower face. In this analysis, the lower 
face was the second most treated zone, after 
the midface. The most common lower-face 
procedure was Voluma injection into the chin 
(36/112 syringes; 32.1%). No other product 
was used in the chin. Treatment of the chin 
plays a key role in full-face rejuvenation and 
there are several potential indications. One of 
the most common is Class 2 malocclusion with 
associated overbite or overjet.24 The importance 
of identifying the degree of overbite and its effect 
on facial aesthetics has been demonstrated, with 
more severe overbite coinciding with a smaller 
lower-face height.25 Another common complaint 
is a weak profile resulting from retrognathia, 
which can lead to superior rotation of mentalis 
and shortening of the lower third. However, it is 
possible to have a shortened lower third without 
retrognathia, often in the presence of a deep 
submental crease, requiring 1 to 2 syringes to 
release inferiorly. A further indication for chin 
revolumization is in ‘slimming’ the face. Central 
projection of the midface, lips and chin can all 
help to achieve this outcome (Figure 5).7 Hence, 
anterior chin projection is often coupled with a 
non-surgical rhinoplasty (if indicated), maxillary 
projection, and lip revolumization. 

In the present analysis, the only other area of 
the lower face in which Voluma was used was 
along the jawline. However, this constituted 
only five syringes (4.5% of total filler use in 
the lower third). Although the jawline can 
be directly improved with dermal fillers, we 
believe this is best achieved in patients with 
minimal jowls and skin laxity; in individuals 
with heavier jowls or lax skin, the use of fillers in 
the jawline might have little observable effect, 
and can even worsen a ptotic jawline if too 
much product is used or placed incorrectly. We 
favor midface revolumization to effect superior 
vectors, combined with high-intensity focused 
ultrasound,26 to achieve skin tightening. However, 
patients who underwent this procedure were 
excluded from the present analysis.

In total, 44 of the 112 syringes of filler injected 
in the lower face (38.6%) were Volift, used 
predominantly for marionette lines or lips. Fewer 
syringes of Volbella were used (27 syringes; 
24.1% of total product use in the lower face), 
mostly for the lips. Although fine lines are also a 

good indication for low G’ fillers like Volbella, it 
is rare in our practice, owing to high use of skin-
resurfacing devices based on CO2 fractional or 
non-ablative technologies. None of the patients 
in this analysis received this treatment prior to 
fillers, but some did subsequently. 

Lip treatment is a common element of 
full-face rejuvenation in the older demographic 
included in the present analysis, used either 
to beautify or feminize the face, or to provide 
anterior projection for slimming the face. In this 
age group, fillers are rarely injected into the lips 
solely to volumize but are also used to evert the 
red lip and hence shorten a long white roll. Low 
G’ products such as Volbella are often preferred 
(23 of 36 syringes used in the lips in the present 
analysis). However, in younger patients requiring 
lip volumization for beautification, we favor the 
use of a more cohesive product with a higher G’, 
such as Volift (13 of 36 syringes). Volift should 
be used with caution or not at all in individuals 
with a long white roll and thin lips, in whom it 
might contribute to increasing the length of the 
white roll rather than everting the lip; in these 
cases, Volbella might be more suitable. In almost 
all lip indications, fillers were used to lift the 
oral commisures using small volumes (around 
0.025–0.05mL).

Upper face. Despite low product usage, an 
awareness of upper face anatomy is crucial.27 In 
the present analysis, only 16 syringes of filler 
were injected into the upper face, equivalent to 
5.2 percent of total product usage. The majority 
of this (15 syringes) was Voluma, used to treat the 
temples. The remaining one syringe was Volift for 
improving forehead volume loss. 

Although there are often indications for temple 
volumization, potentially leading to improved 
aesthetic outcomes, 7,10,11,17,28 it is not a priority 
for most patients nor for these authors. However, 
when used, temple volumization can indirectly 
improve lateral eyebrow ptosis, particularly in 
a very hollow temporal region. Elevation of the 
lateral eyebrow, combined with BoNT-A, can be 
used to improve the elevation from medial to 
lateral brow.7,27 

 
CONCLUSIONS

Recent years have seen a clear paradigm shift 
away from using small numbers of syringes 
(perhaps 1–2) in most cases, towards increasing 
use of many syringes within each treatment 
plan.7,10,11,17 In this analysis, a mean of 4.7 syringes 
per patient was used, going as high as 13 syringes 
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in one case. There was no evidence of increased 
safety concerns. 

Furthermore, in the time since this population 
was treated, our volume use has increased, and 
we now recommend a mean of around eight 
syringes per patient for a full-face treatment. 
The introduction of the low G’ product, Volite, has 
played a role in this, enhancing our ability to treat 
fine lines and tear troughs through superficial 
injection, and allowing more product to be used.

An analogy might be drawn with fat grafting 
for aesthetic purposes, in which substantial 
quantities can now be transferred to discrete, 
targeted locations based on advanced techniques. 
Indeed, in a recent systematic review, mean 
volumes of fat injected included 6.5mL in the 
forehead, 5.9mL per side in the temples, 11.5mL 
per side in the mandibular area, and 6.7mL in the 
chin.29 

With an “implant” like HA, it is essential to 
have expert technique, a good understanding 
of anatomy, an appreciation of asepsis, and high 
quality products, in order to reduce risk and 
optimize outcomes, particularly when injecting 
large volumes. The risk of complications with 
higher volumes can be further reduced by: 
splitting injections across more than one session; 
slow injection and appreciation of soft tissues; 
implementation of strategies to minimize the 
risk of bruising (e.g. the use of cannulas versus 
needles); and provision of appropriate post-care 
advice for patients. 

Of course, the use of greater volumes does not 
necessarily equate to greater patient satisfaction. 
Patient education is essential. They cannot be 
expected to understand the rationale for using 
multiple syringes of product (with associated 
extra cost) if it is not carefully explained. The 
consultation is therefore key. As practitioners, we 
need to understand patients’ drivers but also help 
them to understand that a given line or wrinkle 
might not be their main problem. We also need 
to move away from syringe price as the primary 
factor, towards a focus on the desired outcome. 
All injectors will be familiar with the patient for 
whom little or no result is achieved because they 
needed more volume, but this was not possible 
because of price. It is our responsibility to set 
expectations, agree on a treatment plan, and 
achieve a result. Patients are willing to pay for 
outstanding results. 

We might also need to reconsider our business 

models. The use of more product does not need 
to correlate directly with increasing cost to the 
patient. Instead, we should charge for a result and 
understand that more (or fewer) syringes than 
originally thought might be required. 

With regard to the present analysis, we must 
acknowledge its limitations. Most importantly, it 
recruited a relatively small numbers of patients, 
had a retrospective design, was not specifically 
(prospectively) designed to monitor safety, and 
did not monitor long-term complications beyond 
three months. Several other studies have also 
provided evidence that full-face treatment is safe 
and effective.16–18 However, more well-designed, 
prospective, controlled studies to assess the 
relationship between injection volume and 
safety would be welcome. One other possible 
limitation of the present analysis was that 
injection strategies occasionally differed between 
injectors; although both follow the same MD 
Codes, different techniques were sometimes 
used, in treating the chin with either a cannula 
or needle, for example. Nonetheless, the study is 
representative of our normal practice. 

In conclusion, this analysis demonstrates 
that substantial volumes of Vycross fillers can be 
safely used as part of a full-face approach to facial 
rejuvenation, with a primary focus on the mid 
and lowerface. 
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